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Abstract 
 
Background 
The problem statement identified for the purposes of the study concerned the 
paucity of research in existing literature on the use of the Patient-Practitioner 
Orientation Scale as well as the attitude of chiropractic students towards patient-
centred care at the University of Johannesburg, Doornfontein Campus. There has 
a study conducted on understanding patient-centred communication at an 
outpatient department in Sierra Leone.  
 
Aim 
The primary aim of this research was to differentiate the changes in the student’s 
attitude towards patient-centred care as they progress through the chiropractic 
course using the PPOS (Patient-Practitioner Orientation Scale), a validated 
instrument designed to measure individual preferences in relation to various 
aspects of the doctor-patient relationship.  
 
Research methodology 
A quantitative, cross sectional study was used. This involved sampling first (National 
Diploma), third (National Diploma), fifth (MTech) and sixth (MTech) year chiropractic 
students studying at the University of Johannesburg. All the participants participated 
voluntarily in the research and all were informed of the survey via WhatsApp and 
online methods. The study made use of an online survey as a research tool that 
included the Patient-Practitioner Orientation Scale (PPOS).  
 
Results and discussion 
The descriptive statistical results relating to the attitudes of agreement and/or 
disagreement as expressed by the students in each year were tabulated under 
each individual question from the PPOS, allowing for a better understanding with 
regards to the students’ attitudes about patient-centred care.  
 
In total, the sharing and caring domains had shown a promising reaction towards 
patient centred care from the responses received. 
vi 
 
 
Conclusion and recommendations 
It can be concluded that the chiropractic students from the University of 
Johannesburg were able to interpret and answer questions based on patient-
centred care and with the impact from a biopsychosocial approach as well as the 
clinical exposure from the chiropractic programme influencing the students’ 
attitudes. The current study subsequently recommended that the PPOS may 
require further changes and development with regards to the framing of the 
statements pertaining specifically to chiropractic as opposed to healthcare 
professionals in general, thus, in turn, developing a more sensitive instrument while 
remaining generic. 
 
Keywords 
Patient-Practitioner Orientation Scale, patient-centred care, chiropractic students, University 
of Johannesburg 
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Chapter One – Introduction 
 
1.1  Problem statement 
Good relationships with patients are important in the chiropractic profession as they 
help to overcome a possible communication barrier which may arise when the history 
of the patient is taken and during which personal questions are asked. It is more 
challenging to communicate with certain patients than others and, if the medical 
practitioner does not understand how to listen and approach the patient as well as how 
to take into account the patient’s personal feelings, then the patient may become 
despondent and either experience a less positive outcome or choose to seek treatment 
elsewhere. Johnson (2016) explained that patient-centred care involves putting what is 
best for the patient ahead of what is good for the practice or the practitioner. Studies 
have shown the deep satisfaction which patients may experience in their relationships 
with their practitioners and with the relief they experience as a result of chiropractic 
treatment (Johnson, 2016). The latter highlights the importance of this research 
because, when students of chiropractic are exposed to patient-centred care throughout 
their course, they are better equipped to provide quality care to patients as future 
doctors of chiropractic. 
 
The problem statement identified for the purposes of the study related to the paucity of 
research in the literature on the use of the Patient-Practitioner Orientation Scale and, 
specifically, on the attitude of chiropractic students towards patient-centred care at the 
University of Johannesburg, Doornfontein Campus. Andreasen, Christensen and Lau 
(2013) conducted a study at an outpatient department in Sierra Leone on patient-
centred communication. The study revealed that, if patients experience disrespect or 
neglect on the part of the healthcare personnel at public health facilities, they are more 
inclined to seek help from traditional medicine (Andreasen et al., 2013). This study was 
deemed important as it aimed to ascertain how the chiropractic students in South Africa 
are being taught and exposed to treating and caring for patients on a professional, yet 
emotional, level.  
  
2 
 
1.2 Aims of the study 
The primary aim of this research was to differentiate the changes in the students’ 
attitude towards patient-centred care as they progress through the chiropractic 
course and to compare results of the questionnaire in respect of the different years 
and deduce whether attitudes towards patient-centred care change during the 
chiropractic course. 
 
1.3 The benefits and outcomes of the study 
It was hoped that a possible benefit of the study would be a better understanding of the 
attitudes towards patient care of the chiropractic students studying at the University of 
Johannesburg, Doornfontein Campus. It was anticipated that, after the data had been 
collected, a mean average of the differences and similarities between the opinions of 
the students would provide a better understanding of what patient-centred care meant 
to them. The study had the potential benefit of providing a better insight into the 
chiropractic students’ perspective of patient-centred care as well as the biopsychosocial 
model used in the chiropractic profession as a result of the feedback from students at 
different levels of the course. 
 
This study also investigated the importance of the way in which health care providers 
communicate with their patients, thus highlighting whether there was room for 
improvement in respect of the level of patient care during the chiropractic course. 
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Chapter Two – Literature Review 
 
    2.1 Introduction 
This chapter discusses existing literature on patient-centred care, the biopsychosocial 
model used in the chiropractic profession, chiropractic itself as well as areas in the 
chiropractic course in South Africa with focus on  learning about and being exposed to 
patient-centred care. 
 
2.2 Patient-centred care 
Patient-centred care refers to an approach to the planning, delivery and evaluation of 
health care grounded in partnerships between health care providers, patients and their 
families (Johnson, 2016).  There are several vital components patient-centred care, 
including working with the patient’s beliefs and values, engagement, a sympathetic 
presence, sharing decision making and providing for physical needs (McComack & 
McCance, 2006). However, it is also necessary to acknowledge that there are certain 
competing factors in relation to the successful implementation of these strategies, 
including the commitment of the organisation and the culture of the workplace. 
 
The doctor-patient relationship is fundamental to a progressively positive care outcome  
and affects patients psychologically, biologically and socially. In order to find a viable 
measurement tool for to use in this study the researcher conducted a review of patient- 
centred care (PCC) themes from twenty-three thousand studies and included specific 
examples from nine hundred and twenty-one of these studies. The researcher found 
five hundred and three studies which focused on person-centred care as a broad holistic 
concept focusing on shared decision making, communication and patient focus 
(deSilva, 2014). Although, the use of the term patient-centred care occurs frequently in 
the literature, there is no one true definition but just with diffuse, defining attributes 
pertaining to the concept. According to Jamison (2001), the chiropractic profession has 
long laid claim to offering patient-orientated health care with the chiropractic 
philosophical constructs of vitalism, holism, humanism, conservatism and naturalism 
lending themselves to a patient-centred, rather than physician-centred, form of care 
(Jamison, 2001).  
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The Picker’s Eight Principles of Patient-Centred Care (Oneview, 2015), which is 
discussed later on in this chapter, is similar to the chiropractic patient-centred paradigm 
which includes self-healing; recognition of the patient as a unified whole; respect for the 
patient’s values, beliefs and dignity; involvement of the patient as a partner in his/her 
health promotion; and a natural and conservative approach to evidence-based care 
(Jamison, 2001).  
 
Patient-centred care is embedded in the paradigm of holism as it seeks to ensure that 
the needs of individuals accessing health care services are met with respect and 
responsiveness while, in relation to the making of clinical decisions, it is a paradigm 
which is grounded in the concepts of values, personal preferences and partnerships 
(Delaney, 2018). The adoption of PCC practices in primary health care has resulted in 
significant benefits for patients as patients are equipped to better manage their health 
when they are informed and supported (Delaney, 2018). Without patient-centred care, 
especially in the chiropractic profession, patients will seek other forms of treatment if 
they feel uncomfortable, misinterpreted or undermined by the practitioner. In today’s 
world patients have access to an abundance of information about their health on the 
internet. However, this may create confusion and misunderstanding and, therefore, it is 
vital that practitioners are proactive in helping patients to distinguish between 
information and misinformation. 
 
Globally the International Alliance of Patients’ Organisations (IAPO), proposes five 
global principles which have developed and agreed upon through research on global 
patient groups (Groves, 2010). These five principles define patient-centred healthcare 
as respect, choice, empowerment, a patient’s involvement in health policy, including 
access and support, as well as information. Kitson, Marshall, Bassett and Zeitz (2013) 
present three core themes to define this concept, namely, patient participation and 
involvement, a relationship between the patient and the healthcare professional and the 
context in which care is delivered. 
 
Mead and Bower (2000, 2002) studied patient-centred care, and conducted a review of 
literature on conceptual and empirical patient-centred care with the aim of developing a 
model for patient-centred care. They identified five defining attributes in the literature 
which are in an attempt to provide a clear definition of the patient-centred care concept. 
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These attributes include a biopsychosocial perspective, the patient as person, sharing 
power and responsibility, a therapeutic alliance and the doctor as person. 
Patient-centred care in the chiropractic profession is beneficial because the patient is 
no longer viewed as the passive component in the treatment process but, instead, is 
viewed as an active participant who is involved in any decision-making processes. This, 
in turn, enhances communication between the practitioner and the patient which leads 
to positive treatment outcomes and enhanced patient satisfaction with the practitioner 
and the profession itself (Delaney, 2018).  
 
Delaney (2018) also mentioned that practising patient-centred care in primary health 
care not only had the benefit of patients being able managing their own health better 
without needing to seek speciality care but also benefits in terms of improving the 
patients’ self-perceptions, reducing stress and increasing empowerment. 
 
 Researchers from the Harvard Medical School found that there are certain practices 
which are conducive to a positive patient experience. These practices form Picker’s 
eight principles of patient-centred care (Oneview, 2015). The eight principles below 
portray respect for the patient’s’ values, preferences and expressed needs by including 
the patient in the decision-making process while maintaining his/her dignity, cultural 
values and autonomy. Autonomy, a valued attribute among health professionals, arises 
from the core characteristics of both a service orientation and a professional knowledge 
base (Jamison, 2001).  
 
The eight principles include the following: Proper coordination of care may prevent the 
patient from feeling vulnerable and powerless in the face of illness (Oneview, 2015), It 
is important to discuss patient education and information about the diagnosis, treatment 
and prognosis with the patient to facilitate self-care and promote health, (Oneview, 
2015), the patient should feel physically comfortable in the environment in which he/she 
is to be able to proceed with pain management and assistance with activities and daily 
living needs (Oneview, 2015), the fear and anxiety associated with illness may be as 
debilitating as the physical effects of the illness and, therefore, special attention to 
emotional support and the alleviation of fear and anxiety is required (Oneview, 2015),  
the involvement of family and friends is a principle that addresses the role of family and 
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friends in the patient’s experience and assists in the patient’s decision making while 
providing (Oneview, 2015), continuity and transition are important as the patient needs 
guidance regarding physical limitations and dietary needs as well as information about 
additional support, whether it be social, physical or financial (Oneview, 2015) while the 
final principle involves access to care as patients need to know they will be able to 
access care when it is needed (Oneview, 2015). 
 
The framework of patient-chiropractor interaction involves a bidirectional 
communication. Jamison (2001) uses three distinct types of patient-practitioner 
relationships to explain this interaction, namely, the adversarial model in which the 
patient seeks legitimation of the sick role, the clinical model in which the patient 
assumes a dependent role, obediently following the directives of the authority figure 
(clinician) and the relational model in which care is more patient-centred. The relational 
practice model, which involves a mutual exchange of ideas and seeks to involve 
patients in their health care, is further subdivided according to the degree of patient-
centredness. The mutual participation mode of the relational model epitomises patient-
centred care (Jamison, 2001).  
 
A study using the Patient-Practitioner Orientation Scale (PPOS) to measure the patient-
centred beliefs of students and practitioners was conducted with Brazilian medical 
students. The study showed that, among the medical students, the caring scores were 
considerably higher than the sharing scores with the sharing scores being shown 
significantly more patient-centred for twelfth semester male students than for first 
semester males (p > 0.000). However, Ribeiro (2009) mentioned that the study did 
have several limitations. The data was cross-sectional rather than longitudinal, and it 
was possible that uncontrolled and unmeasured factors may have influenced the 
student’s attitudes as they moved through the different levels of their course at 
university. The use of elements such as good interpersonal relationships with the 
healthcare professional and the feeling of being well-treated were rated highly among 
the population from a study conducted in Guinea (Haddad, Fournier, Machouf & Yatara, 
1998). 
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2.3 Biopsychosocial model 
This section discusses the biopsychosocial model with regards to patient-centred care. 
The biopsychosocial perspective combines the biological, psychological and social 
aspects of a patient’s illness (Mead & Bower, 2000). It proposes that health care 
providers view a patient within the broader context of his/her illness and suggests 
incorporating the psychosocial elements of the patient encounter and including them 
when managing acute or chronic physical disorders. Viewing the patient as a person is 
the second defining attribute necessary for patient-centred care. This includes avoiding 
viewing the patient as a diagnostic label but, instead, taking into account the patient’s 
own individual view of his/her illness. This attribute proposes that the providers attempt 
to develop a better understanding of the patient individually by considering the patient’s  
social and cultural view of his/her illness (Mead & Bower, 2000). 
 
According to Henriques (2015), the advantages of the biopsychosocial model are found 
in its holism, awareness of levels in nature, and inclusiveness of diverse perspectives. 
The World Health Organisation defines its central mission as improving well-being 
which is defined as an overall state of health and happiness at the biological, 
psychological and social levels (Henriques, 2015). Figure 2.1 depicts the 
biopsychosocial model as a whole. 
 
 
Figure 2.1 An illustration of the biopsychosocial model comprised of biological, 
psychological and sociological influences (Gliedt, Schneider, Evans, King & 
Eubanks, 2017). 
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The efficacy of health care has been studied extensively with factors such as resources, 
organisations, management, equipment, resolutions capacity, technology and clinical 
guideline being cited. However, in order to increase the effectiveness and efficiency of 
health care, it is essential to bear in mind the importance of medical practitioners’ 
understanding both the patients and themselves in their respective contexts (Turbain, 
2018). There are many elements of the biopsychosocial model that are found in patient-
centred care. According to Turbain (2018), the naturalist methods of observing, 
understanding and reflecting are required in order to truly see patients as people, apart 
from seeing the mechanism of the disease. It is essential that health care providers 
understand their patients and how they feel about their own condition as this is an 
important step in moving forward with the healing process.  
 
The biopsychosocial model orientation represents an effort to gain an insight into both 
the biomedical and psychosocial aspects of the patient’s predicament and to help the 
patient to deal with them simultaneously, therefore enhancing patient satisfaction, 
reducing the frequency of malpractice suits, and improving health outcomes 
(Benbassat, Cohen, Glick & Margalit, 2004). 
 
Patient-centred care is included in the biopsychosocial model framework to a point 
where they overlap each other. Turbain (2018) mentions the overlap of the two expands 
the biomedical model which tries to understand how the disease affects life and vice 
versa. By separating the overlap, patient centred care explores the experience of the 
disease from the patient’s point of view, looking at the person as a whole thus improving 
the doctor-patient relationship. The biopsychosocial model on the other hand evaluated 
systematically the psychological and social aspects, it incorporates new dimensions of 
the disease and if the perception of the disease is altered, the result can be affected 
(Turbain, 2018).  
 
2.4 Biopsychosocial model, patient-centred care and chiropractic 
Throughout the history of chiropractic the biopsychosocial model has been 
implemented with its key features of patient assessment and the delivery of care. 
Chiropractic care has similar characteristics to the biopsychosocial model as a triad of 
health which includes the nutritional/chemical, emotional/mental and 
physical/structural. In their profession chiropractors connect with the socioemotional 
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status of patients and build a relationship of attention, patience, kindness and sympathy 
(Gliedt et al., 2017).  
 
The approach used in the chiropractic profession ties in with the biopsychosocial model 
in respect of functional wellbeing. The World Federation of Chiropractic has four 
strategic pillars in place in order to advance the awareness, utilisation and integration 
of chiropractic internationally (WFC, 2019).  The first pillar involves supporting 
chiropractic through advocacy, resourcing, representation and knowledge 
dissemination (WFC, 2019), the second pillar involves empowerment, focusing on 
equality, diversity and knowledge translation to empower people and develop the 
leaders of tomorrow (WFC, 2019), the third strategic pillar involves promoting the 
benefits of chiropractic to global stakeholders, politicians and the public (WFC, 2019) 
while the fourth refers to advancing the chiropractic profession under the banner of 
evidence-based, patient-centred, interprofessional and collaborative care (WFC, 2019). 
The principle goal of the European Council on Chiropractic Education is to assure the 
quality of chiropractic undergraduate education and training against a set of educational 
standards (ECCE, 2019).     
 
As illustrated in figure 2.2 below, the “triad of health” represents an approach to 
chiropractic care with each component of the triad being needed for optimal care and 
treatment. Low back and neck pain, specifically, are the main cause of disability in both 
men and woman in most countries worldwide (Gliedt et al., 2017), thus highlighting the 
importance of a better understanding of what the patient is experiencing, not only 
physically but also mentally with the anticipated outcome of improving these low back 
and neck pain statistics without having to consult a doctor. The biopsychosocial 
approach describes pain and disability as a multidimensional, dynamic interaction 
between physiological, psychological and social factors that reciprocally influence each 
other, resulting in chronic and complex pain syndromes (Edwards et al., 2016).  
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Figure 2.2 The “triad of health” illustrating the approach to chiropractic health 
care (Gliedt et al., 2017). 
 
There are several psychological factors that have been shown to impact negatively on 
heightened pain awareness and disability. These factors include  fear-avoidance 
beliefs, depression and anxiety, post-traumatic stress disorder, unsupportive social and 
interpersonal relationships, catastrophising thoughts, low levels of self-efficacy, and 
maladaptive beliefs (Edwards et al., 2016). Historically, and often without even 
recognising it, chiropractors have been early innovators in discussing and confronting 
the basics of the fear-avoidance model and implementing strategies such as 
reassurance, advice to avoid bed rest, efforts towards early activation, graded exposure 
and return to normal movements despite pain in order to break and prevent a 
reoccurrence of this cycle (Gliedt et al., 2017). The fear-avoidance model is useful when 
it comes to understanding the patient’s case history and then reaching a diagnosis as it 
provides a guide in relation to the development of chronicity after an acute episode. 
Figure 2.3 presents the fear-avoidance model of pain. 
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Figure 2.3. The fear-avoidance model of pain (Linton & Vlaeyen, 2012) 
 
Gliedt et al. (2017) cite part of a famous speech, “The Care of the Patient”, which 
specifically addressed the importance of the art of patient-centred medicine that 
extends beyond the impersonal scientific mechanisms of the treatment of disease. The 
latter is reflective of the chiropractic philosophy which has regularly emphasised the art 
and science of chiropractic care which includes a whole person approach that aims to 
investigate, eliminate and prevent the cause of disease. 
 
Hippocrates described the importance of attending to the person behind the disease 
rather than the disease itself, with the emphasis on the psychological, social and 
physical elements which, when combined, play a role in a person’s health. Socrates 
also explained that one should not attempt to cure the body without reference to the 
mind as the mind and body are inextricably linked (Khan & Vining, 2017). 
 
2.5 Chiropractic education in South Africa 
It is essential that chiropractic education and training both acknowledge the 
biopsychosocial model of health care and be underpinned by biologically plausible 
theories and peer-reviewed research. In addition, it should embrace the value of clinical 
experience, shared decision-making and a patient-centred approach to care (WHO, 
2019). Chiropractic education should be of the highest quality and be founded on the 
principles of evidence-based care while the curricula should be responsive to changing 
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patient, societal and community needs and expectations within a modern health care 
system (Sackett et al.,1996). 
 
In South Africa there are two university-based chiropractic educational programmes 
which accredited by the Council for Higher Education and registered with the South 
African Qualifications Authority and which allow the registration of as a diagnostic tool 
allied to the health profession in South Africa (AHPCSA, 2019). The first chiropractic 
training facility in South Africa was established in 1983 at the Technikon of Natal (now 
the Durban University of Technology) followed by a training facility at the Technikon 
Witswatersand (now University of Johannesburg) (CASA, 2019). Both these institutions 
hold international accreditation with the European Council on Chiropractic Education 
(ECCE, 2019), obtained in 2009 and 2010 respectively (ECCE, 2019). 
 
The educational model which is implemented comprises a six-year programme which 
entails a three-year National Diploma plus a one-year Bachelor of Technology degree, 
followed by a one to two years Master’s Degree of Technology (UJ, 2019). It is only on 
completion of the Magister Technologiae (MTech) programme degree that the 
qualification and title are awarded. Certain selection criteria must be met before 
students may enter the course, including academic merit (M-score: 14 or APS score of 
27), a personal interview and a letter of recommendation from at least 2 practising 
doctors of chiropractic (UJ,2019).  
 
The sample population for this study was on the years in which the students were 
studying chiropractic at the University of Johannesburg at the time of the study. First 
year students were included as they are new to the chiropractic course and would have 
been exposed to patient-centred care through experience and observing chiropractors 
in practice only, third-year students were included as they are well into the course and 
would have started to learn how to perform adjustments, thus, it was felt it would be 
interesting to ascertain whether they had more understanding of patient-centred care 
as compared to the first years, while fifth year (MTech) and sixth year (MTech) students 
were included as they are students who are already treating patients and, thus it would 
be interesting to find out whether their opinions of patient-centred care were similar or 
different to those of the other years. It was felt that the choice of the students would 
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ensure opinions from students throughout the chiropractic course and, thus, it was 
deemed not necessary to include the other years. 
 
2.5.1 First year 
In first year the students become acquainted with a general approach to the history of 
the chiropractic profession, the basic sciences and social studies in order to ensure a 
foundation of knowledge and understanding for the years to come. These students do 
not encounter doctor-patient relationships personally as they have not yet been 
equipped with the necessary skills and understanding. However, they are required to 
visit and be treated by a fifth year chiropractic student to give them a basic notion of 
what becoming a chiropractor involves. 
 
2.5.2 Third year 
In the third year of a student’s chiropractic studies the student is in the final year of the 
required three-year national diploma. This is a fundamental year in which the students 
first encounter mobilisation and adjustment techniques. Auxiliary therapeutics is one of 
the modules in which students learn how to use different modalities as well as learning 
the indications and contraindications determining when to make use of them on 
patients. In psychopathology the students acquire knowledge about people’s mental 
health and mental disorders they may encounter when dealing with patients, thus giving 
them the confidence to interpret behaviour and guide the patient to the correct care the 
patient requires. Modules such as these create a better understanding as to how much 
a patient should know about the treatment the chiropractic is using and whether the 
patient is seeking the correct treatment.  
 
2.5.3 MTech (Fifth year) 
The fifth year is the first year of MTech where students first encounter dealing with and 
treating patients at the University of Johannesburg Chiropractic Day Clinic. Many of the 
subjects in fifth year become integrated and overlap, thus allowing students to gain a 
better understanding of how to care for patients and the type of treatment that is 
appropriate for each patient. Students working in the clinic environment are exposed to 
treating patients and learning the benefits of patient-centred care.  
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2.5.4 MTech (Sixth year) 
After completing fifth year students enter their second year at the master’s level. At this 
level the students are registered with the Allied Health Professions Council of South 
Africa as a student intern. During this year the students practise in the chiropractic clinic. 
Student interns have to complete the required number of patients in the UJ Chiropractic 
clinic and complete their master’s dissertation in partial fulfilment of the qualification 
(AHPCSA, 2019).   
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Chapter 3- Methodology  
 
3.1 Introduction 
This chapter describes the study design, participant recruitment, sample selection and 
sample size used in the study as the sampling process and the inclusion criteria. It 
provides an in-depth overview of the data analysis process as well as the ethical 
considerations specific to the study. 
 
3.2 Study design 
This research study was based on cross sectional, quantitative research as a survey 
was conducted using the Patient-Practitioner Orientation Scale. 
 
The survey was intended to collect and describe objective data relevant to the Patient-
Practitioner Orientation Scale which has been validated for measuring the orientation 
of healthcare professionals toward either a patient-centred or a doctor-centred 
communication approach in several studies (Andreasen et al., 2013). A statistical 
analysis was conducted in order to measure the students’ responses. The context of 
the study was such that the researcher invited all the chiropractic students in first 
(National Diploma), third (National Diploma), fifth (MTech) and sixth (MTech) year 
studying at the University of Johannesburg to participate in the study in order to 
ascertain the students’ attitudes towards patient-centred care. It would then be possible 
toto make generalisations based of the data which had been collected. This, in turn, 
would offer more opportunities to conduct further research on the data which had been 
collected. 
 
3.3 Participant recruitment 
The participants for the study were recruited from the University of Johannesburg, 
Doornfontein Campus. As already mentioned the participants included all first (National 
Diploma), third (National Diploma), fifth (MTech) and sixth (MTech) year chiropractic 
students. The participants were selected in a non-random way as the research was 
restricted to specific classes. All the willing participants who met the inclusion criteria 
received an information letter (Appendix A) which explained the components of the 
research study. They were then required to sign a research consent form (Appendix B). 
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Permission from the Chiropractic Head of Department at the University of Johannesburg 
was granted for the researcher to use students from the university in the study. Once 
permission to conduct the had been granted the researcher collected a list of names 
and contact numbers of the students in the first, third, fifth and sixth years from the 
respective class representatives. The information and consent forms were sent to the 
participants on MySurveyLab together with the questionnaire that was accessible to 
participants from the link  
(https://www.mysurveylab.com/pageTag/SurveyCampaign/cId/1f5a2bf63d8d419e4336
b897fc901cab700e9bf99/) which was sent via WhatsApp. This link was active from the 
15 April 2019 to 15 May 2019.  
 
Participation in the study was voluntary and, thus, the students had the option as to 
whether or not they wanted to participate in the study. A list of all the students’ cell 
phone numbers was then requested and used for the purposes of this research study 
only. A link to the questionnaire (Appendix D) was sent via WhatsApp to each 
participating student. The names and cell phone numbers received from the participants 
was kept confidential with only the researcher having access to this information for the 
research trial time required. 
 
As the request to participate in the study was not compulsory the participants were also 
free to withdraw from the study at any time. Only successfully completed questionnaires 
was used. In addition, the individual results from each participant’s survey remained 
anonymous. 
 
3.4 Sample population 
The sample comprised first year, third year, fifth year and sixth year students studying 
at the University of Johannesburg, Doornfontein Campus. The sample was defined by 
the sample population chosen, namely, all first (National Diploma), third (National 
Diploma), fifth (MTech) and sixth (MTech) year students. At the Masters level the 
students physically consult with patients in the University of Johannesburg Chiropractic 
Day Clinic.  
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3.5 Sample selection and size 
The sample size comprised the classes of 2019, namely, 41 students in the first year of 
the National Diploma, 41 students in the third year of the National Diploma, 32 students 
in fifth year (first year of MTech) and 32 students in sixth year (second year of MTech). 
Thus, a total of 146 students comprised the potential participants. Depending on the 
number of students in each class, a sample size of 100 responses, as determined by a 
biostatistician, was required for the study to be viable. Every student in the selected 
years at the University of Johannesburg was allowed to participate. Sample size was 
important in relation to generating confidence in the results of a study.  
 
3.6 Inclusion criteria 
In order to participate in the study willing participants had to comply with the following 
criteria: 
- First (National Diploma), third (National Diploma), fifth (MTech) and sixth (MTech) year 
chiropractic students. 
 
3.7 Preparation of data collection 
The first step in preparing for the data collection was to obtain clearance from the 
Academic Ethics Committee as well as the Higher Degrees Committee at the University 
of Johannesburg (Appendix C) to conduct the study. 
 
3.7.1 Development of the survey 
During the development of the current research and based on previous research using 
the Patient-Practitioner Orientation Scale, the Statistical Consulting Agency 
(STATKON) was frequently consulted via email or face to face meetings. The survey 
was developed with the use of the validated instrument, the Patient-Practitioner 
Orientation Scale was deemed appropriate to the purpose of this study and, thus, was 
utilised to obtain the requisite data from the participants in the study.  
  
3.7.2 Content of survey 
The survey contained 18 items that reflected two domains related to the patient, namely, 
sharing and caring. Each domain pertained to every participant with the participants 
being required to respond to all the items. The 9-item sharing domain assessed whether 
the respondents believed that power and control should be shared between both 
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doctors and patients as well as the degree to which the doctor should share information 
with the patient. On the other hand, the 9-item caring domain measured whether the 
respondents considered the expectations, feelings and preferences of patients to be 
critical components of the doctor-patient relationship. 
 
3.7.3 Measurement scale 
The Patient-Practitioner Orientation Scale responses use a six-point Likert scale 
(strongly agree to strongly disagree). The mean scores are ranked and divided into 
three groups: high scores (patient-centred, with a mean score of 5.00 or greater), 
medium scores (greater than 4.57 but less than 5.00) and low scores (doctor-centred, 
mean of 4.57 or less) (Andreasen et al., 2013). 
 
3.8 Data collection method 
An online survey was used to collect the requisite data with the sample size selected 
producing quantitative data which was then analysed using STATKON.  
 
A message containing the title and a brief description of the research was sent to each 
potential participant via WhatsApp. If the potential participant were interested in 
participating in the survey then he/she was asked to click of the link provided, namely,  
https://www.mysurveylab.com/pageTag/SurveyCampaign/cId/1f5a2bf63d8d419e4336
b897fc901cab700e9bf99/. This then redirected the students to the MySurveyLab 
website where they were able to read the research study information letter (Appendix 
A) before proceeding to answer the survey anonymously. It was deemed necessary for 
the responses to be anonymous responses to prevent any accusations during the 
survey from other participants, the researcher or the supervisor involved. The terms of 
the consent form (Appendix B) was included before the start of the survey. If the 
participant agreed with the terms and wished to continue to answer the survey, the 
participant clicked on the appropriate response option, thereby giving his/her consent 
to participate in the study before being directed to click start to survey the questions. It 
was calculated that it would  the participants approximately eight to ten minutes to 
complete the survey. 
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With the advance of technology online surveys have become a familiar concept and 
have been found to be both cost effective and user friendly. The sample comprised 
students and, in view of the fact that students are always active and use their smart 
phones frequently, this type of survey was deemed to be convenient for their use. An 
advantage of surveys is that interviewer bias is eliminated via this process, thus 
ensuring that the participants are in no way influenced by the interviewer or an 
intermediary (Statpac Inc, 2014). In addition, using an online survey was deemed to be 
the most appropriate method as the participants were able to complete the survey 
independently and at a time and place that was most convenient to them. This method 
also allowed for confidentiality and anonymity as no names or information regarding the 
participants appeared on the survey. Another advantage was that it also allowed for the 
participants to answer more honestly than may otherwise have been the case, thus 
eliminating bias and rushed choice making while completing the survey. Their consent 
to participate in the study was obtained from all the respondents.    
 
A disadvantage to using a structured online survey is that, due to the link being 
distributed via WhatsApp, response rates tend to be lower than may otherwise have 
been the case. In addition, the researcher does not have complete control over who 
completes the survey. Nevertheless, as this was a known risk, the researcher made 
sure that direct WhatsApp messages were sent to the relevant students in each year 
more than once. The data which had been collected was then directly analysed using 
STATKON with this also ensuring confidentiality. 
 
3.9 Data analysis 
The researcher collected the subjective data using an online questionnaire conducted 
by MySurveyLab. The questionnaire was then analysed by calculating the means which 
were ranked and divided into three groups: high scores (patient-centred, with a mean 
score of 5.00 or greater), medium scores (greater than 4.57 but less than 5.00) and low 
scores (doctor-centred, mean of 4.57 or less). The data was analysed using the SPSS 
version 26.0 software program with the help of a statistician at STATKON. Descriptive 
statistics were generated and an inferential comparative analysis, appropriate for the 
sample size and the nature of the variables, was used to address the research question. 
Based on the exploratory data analysis method, the statistician decided whether the 
variables would be analysed using either parametric tests or non-parametric tests and, 
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thus, either analysis of variance (ANOVA) or the Mann-Whitney U test were used. After 
the data had been collected, a mean average of the differences and similarities between 
the opinions of the students was calculated. This provided a better understanding of 
what patient-centred care meant to them. A total of 146 students were sent a message 
via WhatsApp and 100 students fully completed the online survey.  
 
A full description of and a discussion of the findings from this data analysis are 
presented in chapter 4. 
 
3.10 Ethical considerations 
All the participants who wished to participate in this study were requested to read the 
information letter (Appendix A) and agree to participating in the online survey by signing 
the consent form (Appendix B) provided at the beginning of the questionnaire. The 
Information letter contained the name of the researcher, the purpose of the study and 
the benefits of the respondents’ participation in the study. The letter also explained that 
the participants’ privacy would be protected by ensuring their anonymity and 
confidentiality when the research dissertation was compiled. It was explained to all the 
participants that they would remain anonymous, that their participation was on a 
voluntary basis and that they are free to withdraw from the study up until just before 
they submitted their surveys. As a company MySurveyLab has a privacy policy which 
protects the information the company collects and uses to ensure privacy with regards 
to results and contact information and to guarantee anonymity. Only the researcher had 
access to the participants’ cell phone numbers but the survey remained anonymous. If 
the participants had any further questions, these were answered by the researcher 
(whose contact details were made available). The participants were then required to 
sign the consent form, thus signifying that they understood all that would be required of 
them for the study. 
 The results of the study would be made available on request. No risks were identified 
in relation to the study as the research took the form of a questionnaire which was be 
completed in the safe environment of the University of Johannesburg, Doornfontein 
Campus. Participating in the research held no direct benefit to the participants although 
it was anticipated that the study would provide additional knowledge about chiropractic 
students’ perceptions of their attitudes towards patient-centred care. 
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Permission from both the Higher Degree Committee and the Department of Research 
Committee were required for the researcher to commence with the study . In the case 
of an adverse event or a deviation from the research proposal, the necessary forms, 
reporting such, would be promptly submitted to the Research Ethics Committee at the 
University of Johannesburg. 
The study protocol was submitted to the University of Johannesburg’s Academic Ethics 
Committee and written approval was granted by the committee (REC-01-04-2019) and 
valid until the 13th March 2020 (Appendix C). 
The dissertation was submitted via anti-plagiarism software (Turnitin) and 15% similarity 
was found (Appendix E).  
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Chapter 4 – Results                            
4.1 Introduction 
This study was completed with the participation of the chiropractic students studying 
at the University of Johannesburg. As already mentioned, at the time of the study there 
were 41 students in first year (National Diploma), 41 students in third year (National 
Diploma), 32 students in fifth year (MTech) and 32 students in sixth year (MTech).  
The section first describes the demographic characteristics of the sample population 
before presenting the cross-tabulated, descriptive statistical results relating to the 
attitudes of agreement and/or disagreement as expressed by the students in each 
year. 
 
4.2 Biographic characteristics of the sample population 
4.2.1 Gender distribution  
 
Figure 4.1 Pie graph indicating gender distribution 
 
A total of 100 students participated in the study. The sample consisted of 79 females 
and 21 males, thus more than half of the gender distribution was female. 
  
21%
79%
Gender Distribution
Male
Female
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4.2.2 Age distribution  
 
Figure 4.2 Pie graph indicating age distribution 
 
The majority of the participants were in the 21–25 age group (51 students) while the 
second largest group of participants was in the 18–21 age group (31 students).  
 
4.2.3 Year of study distribution  
 
Figure 4.3 Pie graph indicating year distribution 
 
The largest group of participants were in sixth year (MTech) – a total of 31 students , 
there was an equal number of participants, namely, 24 students, in first year (National 
31%
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Diploma) and fifth year (MTech), and 21 students from third year (National Diploma), 
thus making up the total of 100 students who participated in the study. 
 
4.3 Patient-Practitioner Orientation Scale 
The data was analysed as agreeing or disagreeing with a statement with a six-point 
Likert scale (strongly agree to strongly disagree) being used for the questionnaire. The 
data was analysed using a two-point Likert scale (agree or disagree) as this meant 
that the results were less scattered and showed better scores per question than may 
otherwise have been the case. The results are presented from item 1 to 18 and are 
expressed as individual items. 
 
4.3.1 Item 1  
Table 4.1 presents the responses to the first statement in the PPOS in relation to 
either agreeing or disagreeing with the statement.  
      
Table 4.1 The doctor is the one who should decide what is discussed during a 
visit. 
 
Disagree Agree 
 
Year First Year Count 18 6 24 
% within Year  75,0% 25,0% 100,0% 
Third Year Count 13 8 21 
% within Year  61,9% 38,1% 100,0% 
Fifth Year Count 13 11 24 
% within Year  54,2% 45,8% 100,0% 
Sixth Year Count 15 16 31 
% within Year  48,4% 51,6% 100,0% 
Total Count 59 41 100 
% within Year  59,0% 41,0% 100,0% 
 
The study found that the first year group disagreed the most with the statement above 
with a score of 75% (n = 18), followed, in descending order, by the third years with 
61.9% (n = 13), then the fifth years with 54.2% and, finally, the sixth years with 48.4%. 
The group who agreed the most with the statement was the sixth years with a score 
of 51.6%, followed, in ascending order, the fifth years with 45.8%, then the third years 
with 38.1% and, finally, the first years with 25.0%.  
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4.3.2 Item 2  
Table 4.2 below presents the responses to the second statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
 
Table 4.2 Although health care is less personal these days, this is a small price 
to pay for the medical advances 
 
Disagree Agree 
 
 
Year  First Year Count 10 14 24 
 
% within Year  41,7% 58,3% 100,0% 
 
Third Year Count 14 7 21 
 
% within Year  66,7% 33,3% 100,0% 
 
Fifth Year Count 14 10 24 
 
% within Year  58,3% 41,7% 100,0% 
 
Sixth Year Count 15 16 31 
 
% within Year  48,4% 51,6% 100,0% 
 
Total Count 53 47 100 
 
% within Year  53,0% 47,0% 100,0% 
 
       
The study revealed that the first years, with a score of 58.3%, agreed the most 
agreement with the statement above while third years, with a score of 66.7%, 
disagreed the most with the statement.  The table also showed that there was not a 
direct flow of agreement or disagreement from the first years through to the sixth years 
with the sixth year students expressing more agreement with the statement with a 
score of 51.6% as opposed to 48.4% disagreeing. The first years also expressed more 
of an agreement with the statement with a score of 58.3% agreeing and 41.7% 
disagreeing. Finally, the third and fifth years showed a similar pattern with 66.7% and 
58.3% respectively agreeing with the statement and 33.3% and 41.7% respectively 
disagreeing.  
 
4.3.3 Item 3  
Table 4.3 below presents the responses to the third statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
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Table 4.3 The most important aspect of the standard medical visit is the 
physical examination. 
 
 
Disagree Agree 
 
 
Year  First Year Count 6 18 24 
 
% within Year  25,0% 75,0% 100,0% 
 
Third Year Count 9 12 21 
 
% within Year  42,9% 57,1% 100,0% 
 
Fifth Year Count 8 16 24 
 
% within Year  33,3% 66,7% 100,0% 
 
Sixth Year Count 11 20 31 
 
% within Year  35,5% 64,5% 100,0% 
 
Total Count 34 66 100 
 
% within Year  34,0% 66,0% 100,0% 
 
       
The first year group demonstrated the highest agreement with a score of 75.0% while 
the sixth year group agreed the least with the statement a score of 64.5%. The third 
year group disagreed the most with the statement with a score of 42.9% followed by 
the sixth years at 35.5%, then the fifth years at 33.3% and, finally, the first years with 
a score of 25.0%. In other words, the first year group demonstrated the highest level 
of disagreement in relation to the statement as compared to all the other groups. 
  
4.3.4 Item 4 
Table 4.4 below presents the responses to the fourth statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
Table 4.4 It is often best for patients if they are not given a full explanation of 
their condition.  
 
Disagree Agree 
 
 
Year  First Year Count 19 5 24 
 
% within Year  79,2% 20,8% 100,0% 
 
Third Year Count 17 4 21 
 
% within Year  81,0% 19,0% 100,0% 
 
Fifth Year Count 23 1 24 
 
% within Year  95,8% 4,2% 100,0% 
 
Sixth Year Count 26 5 31 
 
% within Year  83,9% 16,1% 100,0% 
 
Total Count 85 15 100 
 
% within Year  85,0% 15,0% 100,0% 
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Table 4.4 showed a clear distinction between agreement and disagreement with the 
above statement. All the groups demonstrated have a higher level of disagreement 
than agreement with the statement with the fifth years, in particular, showing the 
highest disagreement with a score of 95.8%, followed by the sixth year group with a 
of 83.9%, then the third year group with a score of 81.0% and, finally,  the with first 
year group with the least disagreement with a score of 79.2%. The agreement scores 
in relation to the statement were significantly lower compared to the disagreement 
scores with the first year group showing the most agreement with a score of 20.8%, 
then the third years with 19.0%, then the sixth years with 16.1% and, finally, the fifth 
years with the least agreement at 4.2%.  
 
4.3.5 Item 5 
Table 4.5 below presents the responses to fifth statement in the PPOS in relation to 
either agreeing or disagreeing with the statement. 
Table 4.5 Patients should rely on their doctor’s knowledge and not try to find out 
about their condition on their own.  
 
Disagree Agree 
 
 
Year  First Year Count 12 12 24 
 
% within Year  50,0% 50,0% 100,0% 
 
Third Year Count 10 11 21 
 
% within Year  47,6% 52,4% 100,0% 
 
Fifth Year Count 15 9 24 
 
% within Year  62,5% 37,5% 100,0% 
 
Sixth Year Count 9 22 31 
 
% within Year 29,0% 71,0% 100,0% 
 
Total Count 46 54 100 
 
% within Year  46,0% 54,0% 100,0% 
 
       
The results from the table above vary between the groups with the fifth year group 
showing the highest level of disagreement with  the statement above with a score of 
62.5%, followed by the first years with 50.0%, then the third years with 47.6% and, 
finally, the sixth year group with the lowest level of disagreement with a score of 29.0%. 
Together with the lowest level of disagreement the sixth years also scored the highest 
level of agreement with a score of 71.0%, followed by the third year group with 52.4%, 
then the first year group with 50.0% and, finally, the fifth years with a score of 37.5%. 
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The first-year group’s scores were equal in relation to the number of students who 
agreed and the number who disagreed. 
 
4.3.6 Item 6 
Table 4.6 below presents the responses to the sixth statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
Table 4.6 When doctors ask a lot of questions about a patient’s background, 
they are prying too much into the patient’s personal affairs.  
 
Disagree Agree 
 
 
Year  First Year Count 23 1 24 
 
% within Year  95,8% 4,2% 100,0% 
 
Third Year Count 20 1 21 
 
% within Year  95,2% 4,8% 100,0% 
 
Fifth Year Count 24 0 24 
 
% within Year  100,0% 0,0% 100,0% 
 
Sixth Year Count 30 1 31 
 
% within Year  96,8% 3,2% 100,0% 
 
Total Count 97 3 100 
 
% within Year  97,0% 3,0% 100,0% 
 
       
The results in the table above show a difference between the levels of agreement and 
disagreement with the statement. All of the fifth year participants agreed with the 
statement – score of 100.0% – followed by the sixth years with 96.8%, and a close 
difference between first and third years with scores of 95.8% and 95.2% respectively. 
The fact that the majority of the sample disagreed with the statement meant that few 
agreed with it. The third years showed the highest level of agreement with 4.8%, then 
the first year group with 4.2%, then the sixth years with 3.2% and a score of 0.0% from 
the fifth years, showing no agreement with the statement above. 
  
4.3.7 Item 7  
Table 4.7 below presents the responses to the seventh statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
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Table 4.7 If doctors were truly good at diagnosis and treatment, the way in 
which they relate to patients is not overly important.  
 
Disagree Agree 
 
 
Year  First Year Count 21 3 24 
 
% within Year  87,5% 12,5% 100,0% 
 
Third Year Count 21 0 21 
 
% within Year  100,0% 0,0% 100,0% 
 
Fifth Year Count 23 1 24 
 
% within Year  95,8% 4,2% 100,0% 
 
Sixth Year Count 23 8 31 
 
% within Year  74,2% 25,8% 100,0% 
 
Total Count 88 12 100 
 
% within Year  88,0% 12,0% 100,0% 
 
 
       
Overall, the table above shows a higher level of disagreement with the statement 
above as compared to agreement. The third year group showed the highest level with 
all the participants disagreeing, hence a score of 100.0%, followed by the fifth years 
with 95.8%, then the first years with 87.5% and the sixth year group showing the least 
disagreement with a score of 74.2%. In view of the sixth year group’s showing the 
lowest level of disagreement it follows that the group showed the highest level of 
agreement with a score of 25.8%, followed by the first years with a score of 12.5%, 
the fifth years with 4.2% and the third years showing no agreement with a score of 
0.0%. 
 
4.3.8 Item 8 
Table 4.8 below presents the responses to the eighth statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
 
Table 4.8 Many patients continue to ask questions even if they are not 
learning anything new.  
 
Disagree Agree 
 
 
Year  First Year Count 17 7 24 
 
% within Year  70,8% 29,2% 100,0% 
 
Third Year Count 14 7 21 
 
% within Year  66,7% 33,3% 100,0% 
 
Fifth Year Count 14 10 24 
 
% within Year  58,3% 41,7% 100,0% 
 
Sixth Year Count 14 17 31 
 
% within Year  45,2% 54,8% 100,0% 
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Total Count 59 41 100 
 
% within Year  59,0% 41,0% 100,0% 
 
       
The results show a descending pattern of disagreement from first years with 70.8%, 
the third years with 66.7%, the fifth years with 58.3% and the sixth years with 45.2% 
in relation to the level of the groups’ disagreement with the statement above. On the 
other hand, the agreement scores show an ascending pattern from the sixth years with 
a score of 54.8%, fifth years with 41.7%, third years with 33.3% and the first years with 
29.2%. This statement showed a direct relationship with the attitudes of the 
participants in each group. 
 
4.3.9 Item 9 
Table 4.9 below presents the responses to ninth statement in the PPOS in relation to 
either agreeing or disagreeing with the statement. 
Table 4.9 Patients should be treated as if they were partners with the doctor, 
equal in power and status. 
 
 
Disagree Agree 
 
 
Year  First Year Count 5 19 24 
 
% within Year  20,8% 79,2% 100,0% 
 
Third Year Count 9 12 21 
 
% within Year  42,9% 57,1% 100,0% 
 
Fifth Year Count 7 17 24 
 
% within Year  29,2% 70,8% 100,0% 
 
Sixth Year Count 11 20 31 
 
% within Year  35,5% 64,5% 100,0% 
 
Total Count 32 68 100 
 
% within Year  32,0% 68,0% 100,0% 
 
       
As compared to the other tables Table 4.9 revealed more of a distribution in the  
attitudes in respect of agreeing or disagreeing with the statement above. The third 
years showed the highest level of disagreement with a score of 42.9%, followed by the 
sixth years with 35.5%, then the fifth years with 29.2% and the first year group the 
lowest level of disagreement with a score 20.8%. With regards to agreement the first 
years showed the highest level of agreement with a score of 79.2%, followed by the 
third year group with 70.8%, then the sixth years with 64.5% and the third years 
showing the lowest level of agreement with a score of 57.1%.  
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4.3.10 Item 10  
Table 4.10 below presents the responses to the tenth question in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
 
Table 4.10 Patients generally want reassurance rather than information about 
their health.  
 
Disagree Agree 
 
 
Year  First Year Count 9 15 24 
 
% within Year  37,5% 62,5% 100,0% 
 
Third Year Count 6 15 21 
 
% within Year  28,6% 71,4% 100,0% 
 
Fifth Year Count 7 17 24 
 
% within Year 29,2% 70,8% 100,0% 
 
Sixth Year Count 6 25 31 
 
% within Year  19,4% 80,6% 100,0% 
 
Total Count 28 72 100 
 
% within Year  28,0% 72,0% 100,0% 
 
       
Overall the results from the table above showed a higher level of agreement as 
compared to the level of disagreement. There was an ascending pattern of agreement 
starting with the sixth years with the highest score of 80.6%, followed by the fifth year 
group with 70.8%, then the third year group with 71.4% and, finally, the first year group 
with the lowest level of agreement with a score of 62.5%. However, there was no 
pattern in respect of disagreement scores as the first year group had the highest score 
with 37.5%, then the fifth years with 29.2%, followed by the third years with 28.6% 
and, finally, the sixth years with the lowest score of 19.4%.  
  
4.3.11 Item 11 
Table 4.11 below presents the responses to the eleventh statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
 
Table 4.11 If a doctor’s primary tools are openness and warmth, the doctor will 
not have overly much success.  
 
Disagree Agree 
 
 
Year  First Year Count 21 3 24 
 
% within Year  87,5% 12,5% 100,0% 
 
Third Year Count 19 2 21 
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% within Year  90,5% 9,5% 100,0% 
 
Fifth Year Count 19 5 24 
 
% within Year  79,2% 20,8% 100,0% 
 
Sixth Year Count 24 7 31 
 
% within Year  77,4% 22,6% 100,0% 
 
Total Count 83 17 100 
 
% within Year  83,0% 17,0% 100,0% 
 
       
The table showed that 90.5% of the third years disagreed with the statement above, 
followed by the first years with a score of 87.5%, then the fifth years with 79.2% and, 
finally, the sixth years with the lowest level of disagreement at 77.4%. The sixth years 
showed the highest level of agreement with the statement above with a score of 
22.6%, followed by the fifth years with 20.8%, the first year group with 12.5% and, 
finally, the third years with the lowest level of agreement with a score of 9.5%. 
 
4.3.12 Item 12 
Table 4.12 below presents the responses to the twelfth statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
 
Table 4.12 When patients disagree with the doctor, this is a sign that the 
doctor does not have the patient’s respect and trust. 
  
 
Disagree Agree 
 
 
Year  First Year Count 9 15 24 
 
% within Year  37,5% 62,5% 100,0% 
 
Third Year Count 13 8 21 
 
% within Year  61,9% 38,1% 100,0% 
 
Fifth Year Count 19 5 24 
 
% within Year 79,2% 20,8% 100,0% 
 
Sixth Year Count 19 12 31 
 
% within Year  61,3% 38,7% 100,0% 
 
Total Count 60 40 100 
 
% within Year  60,0% 40,0% 100,0% 
 
       
Table 4.12 above showed a close similarity between the attitudes of agreement and 
disagreement on the part of the third and sixth year groups with agreement scores of 
38.1% and 38.7% respectively and disagreement scores of 61.9% and 61.3% 
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respectively. The first year group showed the highest level of agreement of 62.5% 
whereas the fifth-year group shows the highest level of disagreement with 79.2%. 
 
4.3.13 Item 13 
Table 4.13 below presents the responses to the thirteenth statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
 
Table 4.13 It is not possible for a treatment plan to succeed if it conflicts with 
a patient’s lifestyle and values. 
  
 
Disagree Agree 
 
 
Year  First Year Count 4 20 24 
 
% within Year  16,7% 83,3% 100,0% 
 
Third Year Count 2 19 21 
 
% within Year  9,5% 90,5% 100,0% 
 
Fifth Year Count 3 21 24 
 
% within Year  12,5% 87,5% 100,0% 
 
Sixth Year Count 4 27 31 
 
% within Year  12,9% 87,1% 100,0% 
 
Total Count 13 87 100 
 
% within Year  13,0% 87,0% 100,0% 
 
       
The results presented the table 4.13 above showed higher level of agreement with the 
statement as compared to the levels of disagreement. The third years showed the 
highest level of agreement with a score of 90.5%, then fifth years with 87.5%, followed 
closely by the sixth years with 87.1% and, finally, the first year group with the lowest 
level of agreement at 83.3%. The first years showed the highest level of disagreement 
with a score of 16.7%, followed by the fifth and sixth years with scores of 12.9% and 
12.5% respectively and, finally, the third year group showing the lowest level of 
disagreement with a score of 9.5%. 
 
4.3.14 Item 14 
Table 4.14 below presents the responses to the fourteenth statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
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Table 4.14 The majority of patients want to get in and get out of the doctor’s 
consulting room as quickly as possible. 
  
 
Disagree Agree 
 
 
Year  First Year Count 2 22 24 
 
% within Year  8,3% 91,7% 100,0% 
 
Third Year Count 10 11 21 
 
% within Year  47,6% 52,4% 100,0% 
 
Fifth Year Count 4 20 24 
 
% within Year  16,7% 83,3% 100,0% 
 
Sixth Year Count 15 16 31 
 
% within Year  48,4% 51,6% 100,0% 
 
Total Count 31 69 100 
 
% within Year  31,0% 69,0% 100,0% 
 
       
The table above revealed that the majority of the participants tended to agree with the 
statement with the first years scoring 91.7%, followed by the fifth years with 83.3%. 
while the third and sixth years showed a close similarity in their attitudes towards the 
statement with agreement scores of 52.4% and 51.6% respectively. The sixth year 
group showed the highest level of disagreement with a score 48.4%, followed closely 
by the third years with 47.6%, then the fifth years with 16.7% with the first years 
showing the lowest level of agreement with a score of 8.3%. 
  
4.3.15 Item 15 
Table 4.15 below presents the responses to the fifteenth statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
 
Table 4.15 The patient must always be aware that the doctor is in charge. 
   
 
Disagree Agree 
 
 
Year  First Year Count 11 13 24 
 
% within Year  45,8% 54,2% 100,0% 
 
Third Year Count 6 15 21 
 
% within Year  28,6% 71,4% 100,0% 
 
Fifth Year Count 7 17 24 
 
% within Year 29,2% 70,8% 100,0% 
 
Sixth Year Count 9 22 31 
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% within Year  29,0% 71,0% 100,0% 
 
Total Count 33 67 100 
 
% within Year  33,0% 67,0% 100,0% 
 
       
In general the majority of the groups agreed with the statement above with the groups’ 
scores showing a close similarity with the third years with the  highest score of 71.4%, 
followed by the sixth years with 71.0%, the fifth years with 70.8% and, finally, the 
lowest level of agreement from the first years with a score of 54.2%. The first showed 
the highest level of disagreement with a score of 45.8%, followed by the third year 
group with 28.6% and then the fifth and sixth years with extremely similar scores of  
29.2% and 29.0% respectively. The findings showed a descending pattern in the 
groups in relation to the participants’ disagreeing with the statement above. 
 
4.3.16 Item 16 
Table 4.16 below presents the responses to the sixteenth statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
 
Table 4.16 It is important to be aware of a patient’s culture and background in 
order to treat the person’s illness effectively.  
 
Disagree Agree 
 
 
Year  First Year Count 7 17 24 
 
% within Year  29,2% 70,8% 100,0% 
 
Third Year Count 0 21 21 
 
% within Year  0,0% 100,0% 100,0% 
 
Fifth Year Count 0 24 24 
 
% within Year  0,0% 100,0% 100,0% 
 
Sixth Year Count 2 29 31 
 
% within Year  6,5% 93,5% 100,0% 
 
Total Count 9 91 100 
 
% within Year  9,0% 91,0% 100,0% 
 
       
Table 4.16 showed a high level of agreement with the statement above for all the 
groups. Both the third and fifth years scored 100.0% agreement, thus 0.0% 
disagreement, followed by the sixth year group with an agreement score of 93.5% and 
6.5% only disagreeing while 70.8% of the first years agreed with the statement (lowest 
level of agreement) and 29.2% disagreed with the statement (highest level of 
disagreement). 
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4.3.17 Item 17 
Table 4.17 below presents the responses to the seventeenth statement in the PPOS 
in relation to either agreeing or disagreeing with the statement. 
 
Table 4.17 Humour is a major factor in the doctor’s treatment of the patient. 
  
 
Disagree Agree 
 
 
Year  First Year Count 5 19 24 
 
% within Year  20,8% 79,2% 100,0% 
 
Third Year Count 7 14 21 
 
% within Year  33,3% 66,7% 100,0% 
 
Fifth Year Count 9 15 24 
 
% within Year  37,5% 62,5% 100,0% 
 
Sixth Year Count 8 23 31 
 
% within Year  25,8% 74,2% 100,0% 
 
Total Count 29 71 100 
 
% within Year  29,0% 71,0% 100,0% 
 
       
In general, the results presented in the table above tended towards an attitude of 
agreement with the statement above. The first years showed the highest level of 
agreement with a score of 79.2%, followed by the sixth year group with 74.2%, then 
the third years with 66.7% while the fifth years showed the lowest level of agreement 
with a score of 62.5%. On the other hand, 37.5% of the fifth years disagreed with the 
statement above (highest level of disagreement), followed by the third years with 
33.3%, the sixth years with 25.8% and, finally, the first years with 20.8%. 
 
4.3.18 Item 18 
Table 4.18 below presents the responses to the eighteenth statement in the PPOS in 
relation to either agreeing or disagreeing with the statement. 
 
Table 4.18 When patients look up medical information on their own, this 
usually confuses more them than it helps. 
  
 
Disagree Agree 
 
 
Year  First Year Count 10 14 24 
 
% within Year 41,7% 58,3% 100,0% 
 
Third Year Count 1 20 21 
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% within Year  4,8% 95,2% 100,0% 
 
Fifth Year Count 5 19 24 
 
% within Year  20,8% 79,2% 100,0% 
 
Sixth Year Count 4 27 31 
 
% within Year 12,9% 87,1% 100,0% 
 
Total Count 20 80 100 
 
% within Year  20,0% 80,0% 100,0% 
 
       
The results in the table above show that the majority of the participants tended to agree 
with the statement above, especially the third years with a score of 95.2%, followed 
by the sixth years follow with a score of 87.1%, then the fifth years with a score of 
79.2% and, finally, the first years with the lowest level of agreement with a score of 
58.3%. The first years showed the highest level of disagreement with the statement 
almost an unexpected score of 41.7%, followed by the fifth years with 20.8%, then the 
sixth years with12.9% and, again, an unexpected result from the third-year group with 
4.8%. 
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Chapter 5 – Discussion                      
5.1 Introduction 
The aim of the survey was to determine the changes in the students’ attitude towards 
patient-centred care as they progressed through the chiropractic course. The resulted 
presented in the previous chapter are discussed in this chapter with reference to 
existing literature and research.  
 
As far as the researcher is aware this is the first study which had been conducted to 
measure chiropractic students’ attitudes towards patient-centredness at the University 
of Johannesburg, Doornfontein Campus. There have been similar studies carried out 
in other countries, but these have measured the attitudes of medical students at 
various institutions. 
 
5.2 Biographic characteristics of sample population  
5.2.1 Gender distribution 
Using the list of first year, third year, fifth year and sixth year chiropractic students 
studying at the University of Johannesburg it was calculated that, of the 100 students 
who participated in the study, 21(21%) were male and 79 (79%) female.  
 
5.2.2 Age distribution 
Students normally enter university after matriculating which means that they are 
approximately 18 and 19 years old. Of the 100 participants 31% were in the age group 
18–21, 51% of the students (majority) were in the age group 21–25 – the general age 
of people are studying at university while 13% of the participants were in the age group 
25–30. As students progress in the course, the classes become smaller and students 
are older. The last group of age 30 and above (5%) was the smallest group. 
 
5.2.3 Year of study distribution 
The chiropractic course at the University of Johannesburg comprises a six-year 
programme which entails a three-year National Diploma plus a one-year Bachelor of 
Technology degree, followed by a one to two year Masters of Technology (UJ, 2019). 
The majority of the participants (31%) were in their sixth year which explained the 
more patient-centred care responses to the survey as these students would have been 
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interacting with patients for more than a year. Due to the lack of participation in the 
survey from the other years, the sample also comprised 24% first years, 21% third 
years and 24% fifth years – a similar number of participants from these years.  
 
5.3 The 9-item sharing domain 
The 9-item sharing domain assesses whether the respondents believe that power and 
control should be shared between the doctors and patients as well as the degree to 
which the doctor should share information with the patient (Andreasen et al., 2013). 
Each item in the sharing domain was analysed individually in order to ascertain the 
students’ perspective and understanding the unique psychosocial context pertaining 
to each statement.  
 
5.3.1 Item 1 – The doctor is the one who should decide what is discussed during 
a visit. 
The first year group showed a high level of disagreement with the above statement as 
opposed to the high level of agreement shown by the fifth and sixth year groups, thus 
confirming the first year students’ limited knowledge the about conversing with a 
patient as  they would not yet have dealt with patients in a clinical setting as the first 
year tends to be theoretical and science based. On the other hand, in the main, the 
fifth and sixth year groups agreed that the doctor should dictate the conversation to 
ensure that it does not deviate from important information and, thus, eliminating 
information that would not be helpful. The relationship between the doctor and patient 
is described as a consensual relationship in which the patient knowingly seeks the 
physician’s assistance and in which the physician knowingly accepts the person as a 
patient (Chipidza, Wallwork & Stern, 2015). Patients are aware that, by seeking 
treatment from a physician, they are entering into the doctor-patient relationship and 
that the physician will dictate what is discussed during the consultation. 
 
5.3.2 Item 2 – Although health care is less personal these days, this is a small 
price to pay for medical advances. 
Overall, there was a higher level of disagreement between the groups with regards to 
the above statement. This disagreement stemmed from the fact that chiropractic 
students do not base their patient care on medical advances as they are learning to 
adopt a holistic approach towards patient-centred care (Gliedt et al., 2017). 
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Comparative studies have tended to focus on medical students and, thus, it is to be 
expected they would agree with such a statement because, regardless of patient care, 
medical advancements are of major importance to improving the health of a patient 
(Archer, Bezuidenhout, Kidd & Van Heerden, 2014). It is also possible that the patient-
centred attitudes of undergraduate medical students may also diminish once they are 
exposed to training in speciality medicine, they become reliant on medical technology 
and the learn more about the biomedical aspects of disease (Archer et al., 2014).  
 
5.3.3 Item 3 – The most important aspect of the standard medical visit is the 
physical examination. 
The participating groups tended to agree with the statement that the most important 
aspect of the standard medical visit is the physical examination. This finding is similar 
to those of the studies which focused on medical students as such studies highlighted 
that the physical examination is more important than talking about the patient’s health 
(Andreasen et al., 2013). Although it is vital that chiropractors take a keen interest in 
the case history of the patient the physical examination is, nevertheless, a crucial part 
during the consultation. 
  
5.3.4 Item 4 – It is often best for patients if they do not receive a full explanation 
of their condition. 
The study found a high level of disagreement on the part of the respondents in relation 
to this statement, thus indicating that they did not believe it is best for patients if they 
do not receive a full explanation of their condition. Another study has found that, in a 
good patient-practitioner relationship, the patient values the healthcare provider’s 
friendly approach and his/her freedom to ask questions regarding his/her health 
(Andreasen et al., 2013). The first-year group showed the highest level of agreement 
(20.8%) and was followed by the third-year group (19%). This finding indicated that, 
even without any experience with dealing with patients, these participants did not see 
it as necessary to keep a full explanation of the patient’s to themselves especially if 
the diagnosis requires further testing outside of the chiropractic field. On the other 
hand, the fifth and sixth years, who have had experience dealing with patients, had 
possibly noticed that the patient is better off without a full explanation of their condition. 
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5.3.5 Item 5 – Patients should rely on their doctors’ knowledge and not try to 
find out about their condition on their own. 
The sixth-year students showed the highest level of agreement (71.0%) with the 
statant. This was to be expected, as compared to the other years, they have the most 
experience of being in the position of the doctor and have had experience dealing with 
patients and hearing their opinions and how they understand their condition.  A study 
which focused on medical students in South Korea showed that the participants 
believed that they treated patients more holistically and placed more emphasis on the 
patients’ expectations and feelings as compared to what the patients believed or 
thought about their own conditions (Hur, Cho & Choi, 2017).  
 
5.3.6 Item 6 –  When doctors ask a lot of questions about a patient’s background, 
they are prying over much into the patient’s personal affairs. 
The findings of the study showed that the majority of participants disagreed with this 
statement, thus indicating that they did not think that, if the doctor asks a lot of 
questions about a patient’s background, the doctor is prying over much into the 
patient’s personal affairs. This finding relates to research conducted at an Asian 
medical school which perceived the influence of the students’ personal experience of 
the health care system, either as a patient or through the long-term care provided to a 
close relative (Lee, Seow, Luo & Koh, 2008).  From a biopsychosocial perspective the 
students could have framed their responses to this statement based on their own 
opinions or experience and also on what they would expect when conversing with their 
practitioner.  
    
5.3.7 Item 7 – If doctors were truly good at diagnosis and treatment, the way in 
which they relate to patients is not overly important. 
This statement is extremely important in the context of the chiropractic profession 
because, if patient-centred care is not one of the doctor’s main priorities in the 
treatment protocol, patients will not hesitate to find another practitioner or seek another 
form of treatment. The students’ attitudes towards the above statement showed a 
positive response to patient-centred care as the majority of the participants disagreed 
with the statement, thus indicating that they believed that, no matter how good the 
doctor is at diagnosis and treatment, it is, nevertheless, vital that the doctor relate to 
patients in the correct way. Chipidza et al. (2015) asserted that poor outcomes 
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emanate from an impaired doctor-patient relationship (e g, when patients feel unheard, 
disrespected, or not in partnership with the physician). The manner in which a 
physician communicates with a patient (even while gathering information) influences 
how often and, if at all, a patient will return to that physician (Chipidza et al., 2015). 
 
A comparison between the results of this statement with the findings of a study on 
medical students from Stellenbosch University showed that the patient-centred 
attitudes of undergraduate medical students tend to decline at medical school with 
research highlighting that there is often a decline during the first two years of medical 
training once the students’ idealism has been lost and the students start to see more 
patients (Archer et al., 2014).  
 
5.3.8 Item 8 – Many patients continue to ask questions even if they are not 
learning anything new. 
This study showed a mixed response with regards to this statement. As they 
progressed through the course the extent of the participants’ agreement with the 
statement that patients do, in fact, continue asking questions even if they are not 
learning anything new increased with the fifth and sixth year groups showing the 
highest levels of agreement. This finding may be said they were basing their attitudes 
on their experience as a result of their increasing interaction with patients. In their 
research study Hur et al. (2017) mention that patients often want to obtain diverse 
information during their health care and discuss their illnesses and treatment with the. 
In addition, they usually evaluate doctors who are able to empathise positively.   
 
5.3.9 Item 9 – Patients should be treated as if they were partners with the doctor, 
equal in power and status. 
The study showed that 68.0% of the participants agreed that patients should be treated 
as if they the equals of the doctors. This finding was contrary to the results of  a study 
conducted in Sierra Leone which found  that, due to the hierarchical nature of Sierra 
Leonean society where a doctor typically enjoys high status and the patients are 
obliged to show trust in the doctor’s word as a sign of respect for the authority of a 
doctor. This observation has also been reported in other studies conducted in rural 
Gambia and Nepal (Andreasen et al., 2013). Throughout the course chiropractic 
students gain an understanding of the way in which patients should be treated. 
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However, it must be noted that, if the respondents disagreed with the above statement, 
that they do not have their patients’ best interests at heart. 
 
5.4 The 9-item caring domain 
The 9-item caring domain assesses whether respondents consider the expectations, 
feelings and preferences of patients to be critical elements of the doctor-patient 
relationship (Andreasen et al., 2013). Each item in the caring domain was analysed 
individually in order to gain an understanding of the students’ perspective and 
understanding of the unique psychosocial context pertaining to each statement.  
 
5.4.1 Item 10 – Patients generally want reassurance rather than information 
about their health. 
Overall, the results revealed that the participants agreed with this statement, thus 
indicating that a caring attitude on the their part towards patients wanting reassurance 
rather than information about their health. It is natural for an person to want to know 
their his/her fate with regards to anything in life especially in respect of health. The 
students’ attitudes showed that they acknowledged the patient’s feelings and regarded 
reassurance as being of prime importance to the patient, thus indicating that they were 
adopting the biopsychosocial approach when dealing with a patient’s feelings about 
his/her health. The fact that some patients place their trust and loyalty in a doctor  often 
helps them maintain or regain their health and well-being even without sufficient 
information about their health (Chipidza et al., 2015). 
 
5.4.2 Item 11 – If a doctor’s primary tools are openness and warmth, the doctor 
will not have overly much success. 
The responses to this statement showed an 83.0% disagreement with the statement 
on the part of the respondents, thus indicating that, on the whole, chiropractic students 
at the University of Johannesburg believe that, if a doctor’s primary tools are openness 
and warmth, the doctor will succeed. A study conducted by Lee et al. (2008) suggested 
that patient-centred care is universally desired by all patients and also that the 
teaching of these attitudes should take into consideration the cultural context, the 
mutual influence of patient and doctor, and the complexities of interpersonal 
relationships. The results of this study  suggest the students are being exposed to 
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patient-centred attitudes throughout the course – from first year through to sixth year 
– outside of their exposure to patients in a clinical setting. This, in turn, indicates the 
lectures also focus on exposure to patient-centredness throughout the chiropractic 
course.  
 
5.4.3 Item 12 – When patients disagree with their doctor, this is a sign that the 
doctor does not have the patient’s respect and trust. 
The highest level of disagreement with the statement came from fifth, third and sixth 
year groups respectively, while the first-year group with the majority of the participants 
in the first year group agreeing with the statement. This, in turn, suggests that their 
lack of interaction and experience with patients as well as their lack of knowledge in 
relation to the treatment of a patient results in their not knowing what the correct 
attitude is in relation to the statement. The high percentage of disagreement (60.0%) 
also suggested that the students may perceive patients who disagree with their 
doctors as showing ignorance and, possibly, uncertainty if the doctor explains 
something in clinical terms that the patient does not understand. Mutual trust, loyalty, 
regard and knowledge are all elements of the unique relationship between a doctor 
and a patient (Chipidza et al., 2015).  
 
5.4.4 Item 13 – It is not possible for a treatment plan to succeed if it conflicts with 
a patient’s lifestyle and values. 
The majority of the participants were in agreement with the statement, thus highlighting 
the students believed that, if a patient’s lifestyle of values conflicted with the treatment 
plan then the prognosis would not succeed and healing would not happen. A 
comparative study conducted by an Asian medical school deduced that the 
practitioners attitudes towards patient-centredness may reflect a person’s personality 
traits, independently of the person’s culture and values (Lee et al., 2008). 
  
5.4.5 Item 14 – The majority of patients want to get in and get out of the doctor’s 
consulting room as quickly as possible. 
The responses to the statement showed a high level of agreement (69.0%) in general 
but with the first years showing the highest level of agreement (91.7%), thus revealing 
their caring attitudes which probably arose from a psychological approach about which 
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they would have learnt during lectures. On the other hand, the fifth and sixth years 
have experienced interaction with patients and thus they are able to base their 
attitudes on this interaction with patients interact in the consulting room. Patient 
satisfaction is defined as the degree to which the individual regards the health care 
service or product or the manner in which it is delivered by the provider as useful, 
effective and/or beneficial (Chipidza et al., 2015). If a patient is satisfied with the 
services of the physician then there is no reason to spend additional time in the 
physician’s consulting room.  
 
5.4.6 Item 15 – The patient must always be aware that the doctor is in charge. 
The scores of the third, fifth, and sixth-year groups in relation to agreement with this 
statement were similar. The fact that, as compared to the first years, they would have 
learnt more about treatment and interaction with a patient or in a patient setting in 
class, suggests they have experienced the doctor as being in charge which shows a 
caring attitude to ensure the patients’ visits to proceed smoothly and systematically. 
As found in other studies in various countries it appear to be natural that the patients 
want the healthcare provider to oversee the decision-making process (Andreasen et 
al., 2013). Studies on adherence to treatment have found that many patients leave the 
primary healthcare unit without receiving proper information and/or without 
understanding the information they have receive, leading to high rates of non-
adherence to treatment (Andreasen et al., 2013).   
 
5.4.7 Item 16 – It is important to be aware of a patient’s culture and background 
in order to treat the person’s illness effectively. 
The participants may have found that this statement overlapped with item 13, namely, 
It is not possible for a treatment plan to succeed if it conflicts with a patient’s lifestyle 
of values. However, both items showed a high level of agreement for all the groups. A 
comparative study conducted in Greece highlighted that, when patients are religious 
or from strong cultural backgrounds, this may have a significant impact on the 
treatment with the study showing that lower patient-centred attitudes in patients with 
a more intense spiritual faith in healing may be attributed to the fact that very religious 
people often believe God acts through physicians to cure illness (Tsimtsiou, Kirana & 
Hatzichristou, 2014). A caring attitude towards a patient’s backgrounds as vital 
information as the initial complaint may be hidden and, if the practitioner shows little 
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interest, the practitioner may miss important information which would enable  accurate 
diagnosis and thorough treatment. 
 
5.4.8 Item 17– Humour is a major factor in the doctor’s treatment of the patient. 
There was a high level of agreement (71.0%) with this statement, thus highlighting that 
humour is an important factor in the doctor’s treatment of the patient. Positive 
psychological and physiological responses to laughter have been shown in a variety 
of settings and include stress hormone reduction, mood improvement, increased 
creativity, pain reduction, improvement in immunity, and reduction in blood pressure 
(Catarivas, Goldstein-Ferbers, Azuri & Kahan, 2005). Catarivas et al. (2005) 
concluded their study by mentioning that patients appear to be more sensitised to 
humour than physicians, probably because of the physicians’ high level of stress 
during medical encounters but that physicians should be made aware of the positive 
effects of humour (Catarivas et al., 2005). 
 
5.4.9 Item 18 – When patients look up medical information on their own, this 
usually confuses them more than it helps. 
Any practitioner would have an opinion on this statement. This study found that 80.0% 
of the participants agreed that, when patients look up medical information on their own, 
this usually confuses more them than it helps. McCarthy (2017) mentions a study that 
showed the results of 72.0% of American adults who had used online tools to research 
certain diseases, symptoms and other health concerns. In order to emphasise the 
statistics above, McCarthy (2017) used the term “cyberchondria” which refers to any 
type of health anxiety which individuals experience when they acquire health 
information independently online as opposed to from a qualified physician. This, in 
turn, suggests patients may already have concluded what their symptoms signify and, 
as a result, they have a negative attitude or barrier to what the practitioner has to say 
and prove through treatment. 
 
 The mind and body work as an integrated force and, if the mind has already been 
made assumptions based on misinformation, this may create difficulties when the body 
is trying to heal. The high level of agreement with this statement suggests the students 
were aware of the effects of self-diagnosis the doctor-patient relationship as well as 
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understanding that researching information on a topic with one is unfamiliar may do 
more harm than good.  
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Chapter 6 – Conclusion and Recommendations 
 
6.1 Conclusions on findings 
 
The following conclusions were drawn from the results presented in chapter 4 and 
then discussed in chapter 5. 
 
1. It was possible to conclude from the results of the study that the chiropractic 
students from the University of Johannesburg were able to interpret and answer 
questions based on patient-centred care. However, the results showed no 
significant changes in the students’ attitudes as they progressed through the 
chiropractic course with the attitudes towards each individual statement 
showing no definitive pattern with regards to the years of study. 
 
2. The University of Johannesburg’s chiropractic programme with the 
biopsychosocial approach as well as the clinical exposure having an impact on 
patient-centred care and influencing the students’ attitudes. However, in view 
of the fact that the research was based on anonymous opinions it is not possible 
to draw a definitive conclusion about the extent to which the latter influenced 
the participants attitudes when they responded to the statements in the 
questionnaire.  
6.2 Recommendations  
 
Based on the findings of the study, the following recommendations were made 
pertaining to future research, similar to this study, which may be conducted in the 
future. 
 
1. The study made use of the Patient-Practitioner Orientation Scale which has 
been validated for measuring healthcare professionals’ orientation towards 
either the patient-centred or doctor-centred communication approach. The 
PPOS may require further changes and development with regards to the 
framing of the statements pertaining specifically to chiropractic as opposed to 
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healthcare professionals in general, thus, in turn, developing a more sensitive 
instrument while remaining generic. 
2. A study using the PPOS from the perspective of a patient who visits the 
Chiropractic Clinic at the University of Johannesburg. 
3. A similar study should be conducted at the Durban University of Technology to 
enable a comparison between the attitudes from the chiropractic students 
studying there and those of students studying at the University of 
Johannesburg. Theoretically, both institutions have the same curriculum and, 
therefore, noting any striking difference in attitudes may be of importance to the 
institutions and to chiropractic education in general. 
In conclusion, the results from this research study provided both an insight and 
confidence in the attitudes of the chiropractic students at the University of 
Johannesburg  towards patient-centred care. The students expressed strong opinions 
in certain areas of the PPOS while other areas proved to be of no significance and did 
not reflect true results. To the researcher’s knowledge this research may be said to 
have fostered confidence in the chiropractic students and their attitudes towards 
patient centredness. It is clear that, throughout the chiropractic course, the importance 
of  patient-centred care is recognised by the students.  
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DEPARTMENT OF CHIROPRACTIC 
RESEARCH STUDY INFORMATION LETTER 
REC 11.0 
28 January 2019 
Good Day 
My name is Tamaryn Schafer I WOULD LIKE TO INVITE YOU TO PARTICIPATE in a research 
study on the chiropractic students attitude towards patient centered care. 
Before you decide on whether to participate, I would like to explain to you why the research is being 
done and what it will involve for you. I will go through the information letter with you and answer 
any questions you have. This should take about 10 to 20 minutes. The study is part of a research 
project being completed as a requirement for a master’s Degree in Chiropractic through the 
University of Johannesburg. 
THE PURPOSE OF THIS STUDY is to differentiate the changes in the students’ attitude 
towards patient centered care as they progress through the chiropractic course . 
Below, I have compiled a set of questions and answers that I believe will assist you in understanding 
the relevant details of participation in this research study. Please read through these. If you have any 
further questions I will be happy to answer them for you. 
1. DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide to participate
in the study. I will describe the study and go through this information sheet. If you agree
to take part, I will then ask you to sign a consent form.
2. WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? On agreeing to
participate, you will be required to complete a questionnaire which will include
questions based on the patient-practitioner orientation scale. This scale is a validated
instrument designed to measure individual preferences towards various aspects of the
doctor-patient relationship.
3. APPROXIMATELY HOW LONG WILL MY PARTICIPATION TAKE? Your participation will
take approximately 8-10 minutes of your time to successfully compete the
questionnaire.
Appendix A: RESEARCH STUDY INFORMATION LETTER 
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4. WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide to
participate, you are free to withdraw your consent at any time without giving a reason
and without any consequences. If you wish to withdraw your consent, you should inform
me as soon as possible. Participants cannot withdraw once they have completed the
survey. The answered surveys will remain anonymous.
5. IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR PAYMENT
DUE TO ME? You will not be paid to participate in this study and you will not bear any
expenses.
6. IF I CHOOSE TO PARTICIPATE, WHAT ARE THE RISKS INVOLVED? No anticipated risks
have been identified for this study as it involves completing a questionnaire.
7. IF I CHOOSE TO PARTICIPATE, WHAT ARE THE BENEFITS INVOLVED? There will be no
direct benefit to the participant but more of an understanding of what chiropractic
students think of patient centered care.
8. WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? All reasonable efforts
will be made to keep your personal information confidential and respect your right to
privacy. This includes replacing your identifying personal information with a number that
only I and my research supervisor will know. You will not be identified in any research
reports that are published. Under some circumstances, such as when required to do so
by a court of law, I may have to disclose your personal information. In addition, it may
happen that your information will need to be reviewed by another organisation for
quality assurance purposes. I will tell you about this if it happens.
Participants will not be anonymous as personal cell phone numbers will be needed, but
the completion of the survey containing participants answers will be anonymous.
9. WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results will be
written into a research report that will be assessed. In some cases, results may also be
published in a scientific journal. In either case, you will not be identifiable in any
documents, reports or publications. You will be given access to the results of this if you
would like to see them, by contacting me.
10. WHAT WILL YOUR RESPONSIBILITIES BE, AS THE RESEARCHER? it is the researchers
responsibility to behave in a professional manner and to keep all information personal
to participants private. Participants cell phone numbers will only be used to pass on the
survey accordingly, thereafter once the trail is complete cell phone numbers will be
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deleted. The researcher is also responsible to not identify any participant in any 
documents, reports or publications.  
11. WHO IS ORGANISING AND FUNDING THIS RESEARCH STUDY?  The study is being
organised by me, under the guidance of my research supervisor at the Department of
Chiropractic at the University of Johannesburg. This study has not received any funding
12. WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was allowed to
start, it was reviewed in order to protect your interests. This review was done first by
the Department of Chiropractic, and then secondly by the Faculty of Health Sciences
Research Ethics Committee at the University of Johannesburg. In both cases, the study
was approved.
13. ARE THERE ANY CONFLICT OF INTERESTS PERTAINING TO THIS STUDY? There are no
conflict of interests held by anyone involved in this study.
14. WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this
research study, its procedures or risks and benefits, you should ask me. You should
contact me at any time if you feel you have any concerns about being a part of this
study. My contact details are:
Tamaryn Schafer 
 
You may also contact my research supervisor: 
Dr C Yelverton 
chrisy@uj.ac.za 
If you feel that any questions or complaints regarding your participation in this study have 
not been dealt with adequately, you may contact the Chairperson of the Faculty of Health 
Sciences Research Ethics Committee at the University of Johannesburg: 
Prof. Christopher Stein 
Tel: 011 559-6564 
Email: cstein@uj.ac.za  
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more specific 
information about this research project information, have any questions, concerns or 
complaints about this research study, its procedures, risks and benefits, you should 
communicate with me using any of the contact details given above. 
Researcher: 
Tamaryn Schafer 
<Signature> 
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Appendix B: RESEARCH CONSENT FORM 
DEPARTMENT OF CHIROPRATIC 
RESEARCH CONSENT FORM 
REC 11.0 
A SURVEY ON CHIROPRACTIC STUDENTS’ ATTITUDE TOWARD PATIENT CENTERED CARE 
Please initial each box below: 
      I confirm that I have read and understand the information letter dated 28 January 
2019 for the above study. I have had the opportunity to consider the information, ask 
questions and have had these answered satisfactorily. 
      I understand that my participation is voluntary and that I am free to withdraw 
from this study at any time without giving any reason and without any consequences to me. 
 I agree to participate in the above research. 
_______________________  ___________________________________ 
________________ 
Name of Participant   Signature of Participant   Date 
_______________________  ___________________________________
________________ 
Name of Researcher   Signature of Researcher Date 
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Appendix C:  Approval letters from Research Ethics Committee and Higher Degrees 
Committee 
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Appendix E: Turnitin originality report  
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Appendix F: Patient-Practitioner Orientation Scale (PPOS) 
 
 
Patient-practitioner Orientation Scale 
The statements below refer to beliefs that people might have concerning doctors, patients 
and medical care. Read each item and then indicate how much you agree or disagree. 
 Strongly 
Disagree 
1 
Moderatel
y Disagree 
2 
Slightly 
Disagree 
3 
Slightly  
Agree 
4 
Moderatel
y Agree 
5 
Strongly 
Agree 
6 
1. The doctor is the one 
who should decide 
what gets talked 
about during a visit. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
2. Although health care 
is less personal these 
days, this is a small 
price to pay for 
medical advances 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
3. The most important 
part of the standard 
medical visit is the 
physical exam. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
4. It is often best for 
patients if they do 
not have a full 
explanation of their 
condition. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
5. Patients should rely 
on their doctors’ 
knowledge and not 
try to find out about 
their conditions on 
their own. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
6. When doctors ask a 
lot of questions 
about a patient’s 
background, they are 
prying too much into 
personal matters. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
7. If doctors are truly 
good at diagnosis and 
treatment, the way 
they relate to 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
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patients is not that 
important. 
 
 
 
 Strongly 
Disagree 
1 
Moderatel
y Disagree 
2 
Slightly 
Disagree 
3 
Slightly  
Agree 
4 
Moderatel
y Agree 
5 
Strongly 
Agree 
6 
8. Many patients 
continue asking 
questions even 
though they are not 
learning anything 
new. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
9. Patients should be 
treated as if they 
were partners with 
the doctor, equal in 
power and status. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
10. Patients generally 
want reassurance 
rather than 
information about 
their health. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
11. If a doctor’s primary 
tools are being open 
and warm, the doctor 
will not have a lot of 
success.  
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
12. When patients 
disagree with their 
doctor, this is a sign 
that the doctor does 
not have the 
patient’s respect and 
trust. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
13. A treatment plan 
cannot succeed if it 
conflicts with a 
patient’s lifestyle of 
values. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
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14. Most patients want 
to get in and get out 
of the doctor’s office 
as quickly as possible. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
15. The patient must 
always be aware that 
the doctor is in 
charge. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
 
 Strongly 
Disagree 
1 
Moderatel
y Disagree 
2 
Slightly 
Disagree 
3 
Slightly  
Agree 
4 
Moderatel
y Agree 
5 
Strongly 
Agree 
6 
16. It is important to 
know a patient’s 
culture and 
background in order 
to treat the person’s 
illness. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
17. Humour is a major 
ingredient in the 
doctor’s treatment of 
the patient. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
18. When patients look 
up medical 
information on their 
own, this usually 
confuses more than it 
helps. 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
⃝ 
 
 
Comments: 
 
 
 
 
 
 
 
